This paper is concerned with the clinical diagnosis of tumours of the central nervous system : the pure clinical investigation which from long practice has come to include certain of the special methods, ophthalmoscopy, perimetry and lumbar puncture. Although the only true symptom of a tumour of the central nervous system is progressive loss of neurological function, gradual and of varying pace, it is well to remember that signs may be produced not only by invasion and indentation but also by focal or general anaemia, by abnormalities in the cerebro-spinal fluid circulation, and by shifts of the neuraxis with resultant pressure by bone, dural septa or stretched vessels.
The taking of the history is as important as it is difficult and time-consuming. It is a duty which paj^s high dividends, not only because the chronology of symptoms may provide the only clue to successful localization, but also because it captures the confidence of patients and relatives, so essential to success in treatment. Given a sound knowledge of medicine and pathology, the experience and patience necessary in the elicitation of useful information?and judgment in the acceptance or rejection of statements?it is possible in a large number of cases to make a provisional diagnosis on the history alone and, as it were, to direct future operations from that base. Early in the course of papilledema visual acuity is normal. In fact, the dissociation between the appearance of the discs and the acuity is striking. I underline this point because neglect of ophthalmoscopy is an obvious reason why tumours are overlooked until sight is grossly and often irrevocably damaged ; and also because it is useful in differentiating papilledema from optic neuritis or retrobulbar neuritis, in which loss of vision is greater than the appearance of the discs would suggest. But absence of papilledema does not necessarily mean that there is no tumour.
Generalized epilepsy is the first symptom in 18 per cent, of intracranial tumours : it differs in no way from the idiopathic variety and is specially common in slow-growing tumours. Its occurrence is of considerable value in differentiating cerebellar from cerebral lesions, for the seizures are quite different in type. The onset of generalized convulsive attacks after twenty is highly suggestive of an organic cause ; after thirty such cause is nearly always present, and tumour is far and away the most common.
Focal Signs. Little more than sixty years ago Rickman Godlee removed from the right central area a tumour localized on neurological manifestations alone. Since then it has become increasingly possible, in the words of Cushing, " not only to localize a lesion with considerable accuracy, but to foretell its histological character with reasonable certainty." In the last thirty years, we have seen the clear definition of the pituitary adenomata and the acoustic nerve tumour, the demonstration of visual field defects in temporal and occipital lobe tumours, the lucid description of the features of certain tumours of the cerebellum and of the syndromes associated with the meningiomata, whether occurring on the convexity of the brain or in any of the three cranial fossae.
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